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Advanced Cases of Coal Workers’ Pneumoconiosis — 
Two Counties, Virginia, 2006 


; : 
his report describes 11 newly identified cases of advanced 
coal workers’ pneumoconiosis (CWP), including progressive 


, in working coal miners from Lee and 


massive fibrosis (PMI 
Wise counties in southwestern \ irginia. PMF is a disabling 
and potentially fatal form of CWP, an occupational lung dis 
ease caused by the inhalation of coal mine dust. The continu 
ing occurrence of advanced forms of CWP emphasizes the 
importance of comprehensive measures to control coal mine 
dust effectively and reduce the potential for inhalation expo 
sures in coal mining. 

lhe Federal Coal Mine Health and Safety Act of 1969 man- 
dated dust limits in the mining environment to protect the 
respiratory health of coal miners (/) and created a health sui 
veillance program for underground miners subsequently) 
administered by the National Institute for Occupational Safety 
and Health (NIOSH). After dust levels were lowered, data 
from the surveillance program documented reductions in the 
prevalence of CWP among active coal miners (2). Nonethe- 
less, during 1996-2002, clusters of rapidly progressive CWP 
were identified among miners in certain areas of the United 
States, predominantly in eastern Kentucky and western 
Virginia (3). 

lhe advanced cases of CWP in southwestern Virginia 
described in this report were identified through the Enhanced 
Coal Workers’ Health Surveillance Program (ECWHSP), 
which was initiated in March 2006 through collaboration 
between NIOSH and the Mine Safety and Health Adminis- 
tration (MSHA). ECWHSP. which uses a mobile examina 
tion unit to provide respiratory health evaluations in areas 
easily accessible to U.S. coal miners, aims to increase minet 
participation in surveillance for early detection of dust-related 
lung disease and to target areas for prevention. Standardized 
questionnaires, spirometry (lung-capacity testing), and chest 


radiography are administered according to NIOSH-specified 


procedures. Radiographs are classified by NIOSH-certified B 
Readers according to the International Labour Office (ILO) 
International Classification of Radiographs of Pneumoconi 
Ooses (4). 

In March and May 2006, a total of 328 (31%) of the esti- 
mated 1,055 underground coal miners currently employed in 
Lee and Wise counties in Virginia were examined in ECWHSP 
surveys. [he mean age of examined miners was 47 years (range: 
21-63 years), and their mean tenure working in underground 
coal mines was 23 years (range: 0-41 years). A total of 216 
(66%) had worked at the coal face (i.e., the cutting surface 
where coal is sheared from the wall and dust levels typically 
are greatest) for >20 years. A total of 30 (9%) examined min 
ers had radiographic evidence of pneumoconiosis (i.¢., cat- 
egory 1/0 or higher profusion of small opacities*). Of these, 
11 miners had advanced cases, including five with large opaci 
ties consistent with PMEF and six with coalescence of small 
opacities on a background profusion of category 2. 

Among the 11 miners with advanced cases, the mean age 
was 51 years (range: 39-62 years) the mean tenure in under- 
ground coal mines was 31 years (range: 17—43 years), and the 


mean number of years working at the coal face was 29 years 
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(range: 17—33 years) (Table 1). All 11 miners with advanced 
cases met radiographic criteria for rapidly progressive CWP 
(3). All reported at least one respiratory symptom, the most 
common being dyspnea (shortness of breath). Of the nine 
who had spirometry, four had abnormal results (Table 2). 
Reported by: VC Antao, MD, EL Petsonk, MD, MD Attfield, PhD 
Div of Respiratory Disease Studies, National Institute for Occupationa 
Safety and Health, CD( 
Editorial Note: In 1969, the Federal Coal Mine Health and 
Safety Act established a mandatory limit on respirable dust 
exposure that was intended to eliminate advanced forms of 
pneumoconiosis among U.S. coal miners (/). Nonetheless, 
the findings in this report indicate that 11 miners in Lee and 
Wise counties, including nine (i.e., miners 3-11) who had 
not worked before the 1969 limit was imposed, have advanced 
CWP. Identification of these cases corroborated previous find 
ings of geographic clustering of rapidly progressive disease in 
western Virginia (3 

Based on an epidemiologic exposure-response model devel 
oped using data from a large population of U.S. underground 
coal miners (5), the expected number of cases of CWP with 


) 


profusion category 2 or higher can be estimated for the 328 


examined miners a to various levels of coal mine 


dust. After 1974, average dust concentrations for coal-face 


miners in these counties, based on measurements reported to 


MSHA by mine operators, was 1.2 mg/m” (Figure). Using 


the age and tenure for each of the 328 examined miners and 


applying different levels of respirable dust exposure to high 


volatile (i.e., low or medium rank) bituminous coal, the 
latile (i low or medium rank) bitun I, cl 


expected number of cases of category 2 or higher CWP would 


> 


be 3.7 cases at 1 mg/m” and 5.5 cases at the current permis 


sible exposure limit of 2 mg/m?” (for coal mine dust with <5 


TABLE 1. Age and tenure characteristics of 11 miners with 
advanced cases of coal workers’ pneumoconiosis — Lee and 
Wise counties, Virginia, 2006 





No. of years 
Age Year began No. of years working at 
(yrs) coal mining coal mining coal face* 





62 1963 43 

196 40 

1 36 

33 

33 

33 

32 

27 

45 a 

10 42 | 24 
11 39 1! 1 





* The cutting surface where coa 
typically are greatest 


; sheared from the wall and dust levels 
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Radiographic characteristics 
Small 
opacity profusion 
category’ 


Year of 
radiograph’ 


Large 
Miner 


opacity 


911 
TABLE 2. Clinical characteristics of 11 miners with advanced cases of coal workers’ pneumoconiosis (CWP) — Lee and Wise counties 


Other 





category’ 


2006 


abnormalities 


Spirometry 
Respiratory symptoms 


results 





2006 


2/3 


1/2 B 
al regulations, mine 


ax 
yperators are req 
r radiographs to all continuing underground miners once 
ur Office classification categorizes the 
yreatest) 


Productive cough, wheeze, and dyspnea 


Mild dyspnea 


Obstruction’ 
Dyspnea 


Normal 


Wheeze and dyspnea 


Normal 
Productive cough, wheeze, and dyspnea 


Obstruction 


Productive cough, wheeze, and dyspnea 


Wheeze 


Restriction** 
Productive cough and dyspnea 


Not available 


Productive cough, wheeze, and dyspnea 


Productive cough, wheeze, and dyspnea 


Not available 
Cough and dyspnea 


2ver\ 





+) ) r iI 
iction typically 


an LLNs 
osis or CWP 


apacity 
giseases Sucn as 
s greater tt 


(FVC 
1 airway 


asthma 


Ss less than tne 


chronic obstructive lung disease, or emphysema 
s less than LLN. Restriction typically results from scarring and inflammatory diseases of the lunc 


Restriction 
quired to offer a radiograph, free of charge, to each underground miner when first hired and again 
ary 5 years 
profusion o j 
and the presence and severity of large pneumoco 
Severe PMF) 


)f small opacities by comparing with standard radiographs using a 12-point scale 
otic opacities (i.e 


progressive massive fibrosis [PMF]) as stage A 


wer limit of normal (LLN), and FVC is greater than or equal 


j tissue 


such 
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FIGURE. Mean concentrations of respirable coal mine dust and crystalline 
silica in coal mine dust* for underground workers at the coal facet — Lee 
and Wise counties, Virginia, 1970-2005 


mately 65% of the silica air samples collected by 
MSHA inspectors in these counties exceeded the 
NIOSH REI Finally, the severity of disease 


might have been increased in part because of the 


toxicity of the coal being mined. NIOSH ac 


know! th: e risk for disease can vary with 


rur } . ] } 
type of coal 6); however, the types of coal found 


: 
in the two Virginia counties have not been previ 
ously associated with increased COXICITY 


| | 1 
In this report are subject to at least 
! 


ITst participation Was 


resource 
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Distribution of Insecticide-Treated 


Bednets During a Polio 
Immunization Campaign — 
Niger, 2005 


‘ - | 
African countr\ vel 2005 popu 


TL \\ t 
ine West 


! 1 
approximately |4 1 


eported in approxim itely /60,000 per 


2.000 d 


leaths; however, surveil 


ue number ly were even higher (/). 
2004, the overall mortalit 


1 } 
mong children 


259 per 1,000 live bi . At least 8% of 


a ' , ‘ 
re caused by malaria, and the actual pro 
yoruoeNn might be as high as JO >). 
1 of only 10 intries with poliomvelitis during 
on Or only |! countries With pollomyvyellttis Guring 
> | ) ] ] 
> months of 2006, d th 


neighboring Nigeria is high. Routine polio 


1 ) 
we remains low 1n Niger: n 2005 


' | { 
risk fo! pollo Importation trom 


Vaccination Covel 
with 3 doses ol 


oral poliovirus vaccine (OPV) was 54 
] 1 1 

prevalence of malaria and bolster polio eradication measures 

Nigers Ministry of Health, with support from international 


inched a navionw ide integrated health ( 


partners,” lat campaign 





ation: 


14 
ng the poorest in the world. 


lance has been 


In coordination with a supplemental immunization 
activity (SIA) distributing OPV, long-lasting insect 


tricia treated 


rec 


bednets (ITNs)' for malaria prevention were provided f 


| | < 
charge to mothers of children aged 


. : Aged 5) vears. 
\frica, 
| tm 


1-59 months by 17% (6). 


In sub-Saharan 
IT Ns have reduced all-cause mortality in children ag 
Chis was the second such national 


) 
l 


campaign worldwide; the first was conducted in Togo it 


December 2004 (7). This report describes findings from a sur 


y of Niger's integrated health campaign and highlights differ- 
ences with the campaign in Togo. 

Nigers campaign occurred in three phases. During November 
12-17, 2005, in all eight regions of the country, OPV and 


vitamin A were distributed to children aged <5 year 


rs during a 
1 1 { ' 
house-to-house SIA. At the same time, in a trial run, bednets 


e distributed to selected areas before the full-scale distri 


wel 


bution began. The second phase of the campaign occurred 
during Decen 19-24, 2005, in seven of the eight regions 


of Niger. Using a house-to-house approach for optimal covet 
ig¢ 5,850 Niger Red (ross 


volunteers and approximately 
16.000 1 


vaccinators and community health workers adminis 


tered OPV to children aged <5 y 


| | 
the thun 


ears. Field workers marked 


ibnails of mothers whose children had been vacci 
ind provided the mothers with vouchers for a 


Dbecaus 


+ 
ree 


; a : 
e of the long distances, sparsely distributed 
population 


1, and bulkiness of bednet bundles, delivering them 
individual households was not feasible; therefore, the nets 

| mothers at posts within approximately 

age. Mothers presented their vouchers and nail 

to redeem an ITN 1-5 days after their child’s vacci 
nation. The third phase of the campaign occurred during 
21, 2006, in the eighth region (Niamey) 


hers redeemed ITN vouchers at fixed posts. At the 


, Where eli 


a “mop-up’ campaign was conducted in the rest of 
ad | 


oa es: sothers who had received 
to distribute Dednets to mothers who Nad received 


hers but not a bednet in December. All phases of the cam 


vere advertised In several Ways, including through 
on 1 media, Niger Red (ross volunteers and local leaders, 


nati 


and health centers. During ITN distribution, field staff mem 
bers and clinic health workers promoted bednet usage 


\ cross-sectional household survey was performed 1 month 


after the December ITN distribution during January 23 
Februarv 17, 2006, a period of low malaria transmission dut 
} 


ing the dry season. The survey assessed delivery of services in 


the first seven regions (those in which the ITN distribution 


had occurred by the time of the survey). Using a stratified, 


two-stage cluster sample design, two districts were selected 











914 MMWR 


August 25, 2006 





per region (with probability proportional to estimated popu- 
lation size) and eight enumeration areas per district; 16 house- 
holds were randomly selected per enumeration area, plus nine 
additional households, for a total of 1,801 households. 


Respondents in 88.7% of the 1,801 surveyed households 
reported that they had heard about the integrated campaign. 


> 


\ total of 2,633 children aged <5 years were included in the 


survey. Respondents reported that 82.3% of the children had 
recely ed | dose of OP\ before \O! independent of) the inte- 
grated campaign (Figure). During the campaign, 87.3% (95% 

Cl 85.1%-89.5%) received OP\ 
range among regions: 81.8%-—95.5% In November, 83.8% 
81.8 85.8 of children had received vitamin A 


| +. | 9%) of households 
| 
ars owned an ITN. After the cam 
" ] , 1} 
paign, 69.9 of households with chil 
N (range among regions: 
] ] 4 
SO Was Calculated. For 
uity ratio for 


| 


the campaign and 


i 





FIGURE. Insecticide-treated bednet (ITN) ownership* and oral 
poliovirus vaccine (OPV) coverage, before and after second 
phaset of campaign — Niger, 2005-2006 





| 
cM 
| 


ee 

















1 took place December 19—24. 2005 

ynt regions of Niger. OPV was provided to chil- 

aged <. rs, and ITN vouchers and thu lall Markings were 

provided to mothers of eligible children. A cross-sectional household sur- 

vey was perforn yntn after the second phase, during January 23 
February 17 


demographic differences might help explain the dispari 


Of the 1,601 mothers with children aged <5 years, 69.3% 
reported receiving an ITN during the December phase. The 
most common reasons cited by the remaining 30.7% for not 
receiving an ITN were that no more bednets were available at 
the post (34.2%), campaign personnel never came to the vil 
lage (9.3%), or the mother did not receive the nail marking 
.1%). When asked about the 


voucher and nail-marking process, 20% of all eligible moth 


needed to receive an LTN 


ers said they did not receive nail markings, and 31.1% said 
that they did not receive vouchers. Of the 68.1% who 


received both nail markings and vouchers, 91.1% received a 


campaign bednet. 
After the campaign bednet usage Was low; re spondents in 


20.3% of all households reported they had hung an ITN the 


preceding night. Of the children included in the survey, 15.4 
(range among regions: 8.3%-—38.5%) were reported to 
slept under an ITN the preceding night. In households 


an ITN, 21.89 


Reported by: / Ousim MD, S Issifi, Niger Ministry of He 


» of children slept under it the preceeding 1 igh 


Editorial Note: | he national IT) 


i iN Integrated fh 
in logo and district ampaigns in Gh 


—e j pe 
lanzania, and Zambia have demonstrated th: 


. 
distribution with an immunization activity 


— —— . lL] - 
owners! apidly and equitably and 


| | rl} } |] 
nations closer to achieving the objectives of Roll | 


and l nited Na 1On Mil nnium LD velopm« n 


ey 


Survey results rrated cam} 


rapidly inc! 
2 million TTNs, at 


tree of charge, with a resultant increased eq 
ership among poorel persons 
Although Niger’s campaign reached 2 million persons, Togo’s 


_ » | | | 
stribution among eligible children 


OPV coverage and 
was higher: 93.7% (CI = 91.4%—96.1% 


1.4% tor OPV and 90.8 
CI = 88.1%-—93.4 for [TNs | 


Certain geographic ind 
_ 


Niger is approximately 22 times the size of Togo, and 80% o 


the terrain is desert, which makes travel difficult (9). Furthet 


more, the widely dispersed, often migrant population of Niget 
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of Togo; because of food shortages, 


is twice as large as th. 
migration likely increased during the period before the cam- 
paign (9). Because of these factors, estimating initial ITN needs 


and resupplying fixed posts was difficult. These logistical fac- 


‘ 
tors might explain the reason some mothers did not receive 


[TNs even though their children had been vaccinated. In 
addition, culture and religion might have been a barrier; in 
some areas of Niger, women need permission from their hus 
bands to leave the house. 

Differences between the campaign protocols might also have 
contributed to increased coverage in Togo. In addition to pro- 
viding OPV vaccination and I TNs, Togo’s campaign included 
measles vaccination and mebendazole deworming treatment, 
which might have encouraged participation (Table). In logo, 
[TNs were directly distributed to participants at the time of 
vaccination. Niger used a more complicated voucher and nail 
marking system, possibly decreasing ITN distribution; 31.9% 
of eligible mothers did not receive vouchers, nail markings, ot 
either. The Niger strategy involved marking thumbnails of all 
mothers (and vaccinating their children) and providing vouch 
ers, which had to be retained and redeemed at a later date by 
the mothers. Such difficulties in the 1 


oucher strategy need to 


| 


be weighed against the possible benefits; for example, provid 


| 
ing vouchers for IT Ns during vaccinations might encourage 


vaccination program participation. 


\lthough the distribution campaign increased ITN owner 


1ip in households with children aged <5 years from 6% to 


nearly 70% by the end of the campaign, bednet usage was 


! j ’ 
ow. Low usage was not completely unexpected, because the 


survey was conducted during the dry season, which has few 


mosquitoes and low, although ongoing, malaria transmission 
Nonetheless, bednet usage was higher in Togo (43.5%) than 
in Niger (15.4%) during the dry season (7,8). Unlike in Togo, 
which has a dry season of approximately 4 months, Niger's 
dry season lasts approximately 8 months (October—May), and 
this survey was conducted midway through the dry season. A 
follow-up survey during the rainy season might indicate higher 
usage rates, as was the case in Togo (V. Takpa, Togo Ministry 
of Health, unpublished data, 2005). In addition, community 
outreach is advisable to encourage increased bednet usage 
before the rainy season (June—September). 

Integrating free ITN distribution with an immunization 
campaign seems an effective way for Niger to increase ITN 
ownership rapidly without decreasing OPV coverage. Because 
f the similarities between the malaria and immunization pro 
grams in terms of target groups, field staff, and logistical 
requirements, coordination between these programs can mini- 
mize the costs and maximize the benefits of service delivery 
/0). The population of Niger is sparsely distributed and dif 
- ] 


ficult to reach; therefore, a house-to-house approach was 


needed to ensure high OPV coverage. Field statf should con 
sider whether OPV could be administered at posts in more 
densely populated areas or whether house-to-house bednet dis- 
tribution (rather than at fixed posts) is feasible. Future inves 
tigations will focus on how such campaigns can increase bednet 
usage in addition to ownership. Although these concerns 
should be addressed, the successful integration of ITN distri- 
bution with an immunization campaign in Niger suggests that 
such national campaigns are feasible in other large African 


nations 


TABLE. Comparison of integrated health campaigns — Niger and Togo, 2004—2006 





Characteristic Niger 


Togo 





Date First phase 
Second 


Thir 


November 12-17, 2005 
December 19-24, 2005 
March 17-21, 2006 


December 13-19, 2004 


phase 


d phase 


9-59 mos 


Iinsecticide-treated bednet (ITN with at least one cniid Age-eligibie child 


j 


1e (OPV) and vitamin A distribution OPV. measles vaccination, and 


mebendazole distribution 


Location OPV and vitamin A at households 


ITNs at fixed posts 


approximately 5 km from househoid 


Fixed posts for all services 


ITN vouchers and thumbnail marking’ ‘es No 


Service coverage vitamin A: 83.8 OPV: 93.7 


92.7 


ITN: 90.8 
measies vaccine 


mebendazole 
93.1 


»f children aged <5 yrs who used 
ITNs preceding night 


43.5 





*At the time of vaccination, field workers marked thumbnails of mothers whose children had been vaccinated and distributed vouchers for a free ITN 
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RCC) approved the Action Plan 


Eradication of Poliomyelitis 
\\ ij 1( ) 


t of \y tld Poltor 1vuses 1) the 
in February 2000, EURO 


) 


References 
for Laboratory Containme 


European Region 2). As a result 
ministries of health (MOHs) of the 5 


sent a letter to the 
ask 


member states announcing the containment initiative and 
ing each country to nominate a national task force on con 
Nntainment coordinato! or both, and 


yf action. In addition, in May 2000 


tainment, a national ce 
to prepare national plans 
EURO distributed ( 

Containme 
etters questionn 
1005, EURO pro 


#6 consultant 





National Laboratory Inventory 
for Giobal Poliovirus Containment — 
European Region, June 2006 
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the WHO Global Action Plan for Laborator) Containment of 
Wild Polioviruses (1) and requesting additional details on the 
nature and amount of materials for development of the 
national inventory. Facilities that failed to respond within the 
allotted time were recontacted. 

Seventeen countries with highly centralized health systems 
excluded all basic clinical services laboratories because they 
did not have freezer storage capacity. The largest numbers of 
laboratories in this category were in Russia (29,336) and 
Kazakhstan (1,172). In other countries, all clinical service labo 
ratories were excluded after the survey had determined that 
laboratories in this category lacked freezer storage capacity 
and did not retain clinical materials or products of materials. 
Private diagnostic laboratories in France were excluded 
because of existing regulations that required destruction of 
clinical samples after 1 week. The survey process in 45 coun 


tries was facilitated by MOH authority granted by existing 


‘ — Seg ; , 
health laws and regulations. Five countries amended regula- 


tions or developed new regulations to provide MOH author- 
ity to conduct the survey. France and Switzerland, both of 


; 
which use inactivated poliovirus vaccine, included questions 


in their surveys regarding Sabin poliovirus materials in addi 
tion to WPV materials. 

By March 2006, all 52 member states of the European 
Region had completed national surveys covering a total of 
55,748 laboratories. Twenty-seven countries reported neither 
infectious nor potentially infectious WPV materials. Twenty 
five countries reported a total of 265 laboratories in 164 insti- 
tutions with infectious (116 laboratories) and potentially 
infectious (149) WPV materials. The majority of the labora- 
tories retaining WPV materials were located in Western 
Europe, with the highest number of laboratories in the United 
Kingdom (103), followed by France (56), Germany (22), and 
Switzerland (13). Thirteen of the 25 countries with WPY 
materials reported one or two laboratories retaining WPV 
materials. Universities constituted the highest percentage of 
institutions retaining such materials, followed by public health 
institutions and hospitals. In 20 countries, one or more labo- 
ratories reported destroying all previously retained WP\ 
materials during the course of the survey. 

Each country submitted national documentation of survey 
and inventory quality to EURO in accordance with WHO 
Guidelines for Documenting the Quality of Phase I Wild Polio 
virus Laboratory Containment Activities (4). National docu- 
mentation was assessed by two independent panels of 
laboratory professionals convened by EURO. The first panel 
assessed documentation for survey and inventory deficiencies 
and assessed the need for additional information. The second 
panel reviewed the revised submissions from each country and 


made recommendations to EURO and RCC to approve or to 


request additional information before approval. In June 2006, 
RCC accepted the EURO containment report and declared 
Phase I complete. 

Reported by: World Health Organization Regional Office for Europe, 
( ope nhage n, Denmark. Immunization, Vaccines, and Biologicals De pt, 
World Health Or ganization, Geneva, Switze land. Global Immunization 
Div, National Center for Immunization and Respiratory Diseas 


propo. ed ( ] )( 


es 


Editorial Note: The European Region is the first WHO 
region to have completed Phase | of the WHO plan for labo- 
ratory containment of WPVs. In the WHO Western Pacific 
Region, all but two countries (China and Japan) have com- 
pleted Phase I. The WHO Americas Region aims to complete 
the survey and inventory by the end of 2006. In total, Phase | 
activities have been completed in 100 (74%) of the 135 coun- 
tries in the three WHO regions certified as polio free (i.e., the 
Americas, European, and Western Pacific regions). In addi- 
tion, all countries that did not report polio in 2005 in the 
WHO South East Asia and Eastern Mediterranean 
regions have reported completion of the survey and inven 
tory. Containment activities in the African Region are prima 
rily focused on countries in the southern and eastern parts of 
the continent, with seven countries reporting completion of 
Phase I. Poliovirus containment activities are now an integral 
component of polio eradication in countries of all six WHO 
regions. In all WHO regions to date, results of the facility 
survey and inventory indicate that countries appreciate the 
necessity for post-eradication poliovirus destruction and con- 
tainment. The majority of countries have indicated their 
intention to destroy WPV materials once eradication has been 
achieved. 

Since publication of the second edition of the WHO Global 
Action Plan for Laborator} Containment of Wild Polioviruses in 
2004 (1), WHO has established the goal for all countries to 
stop routine use of oral poliovirus vaccine (OPV) when WPV 
circulation is interrupted (5). Achieving that goal 
depends largely on assurances from each country that suffi- 
cient safeguards exist to ensure that facility-associated risk for 
reintroduction of wild or OPV/Sabin polioviruses will not 
outweigh the benefits of OPV cessation. 

he forthcoming third edition of the WHO Global Action 
Plan to Minimize Poliovirus Facility-Associated Risk in the Post 
Evadication/Post-OPV Era (6) proposes to 1) minimize tacility- 
associated poliovirus risk by destroying WPV and Sabin 
poliovirus strains in all facilities, except in <20 facilities world- 
wide that serve essential functions (e.g., vaccine production, 
quality control, reference, or research) and 2) meet all safe- 
guards against transmission. In the third edition, the compo- 


nents of Phase I are unchanged, as are the objectives assoc iated 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Persons With Current Asthma* Who Used Inhaled 
Medication During the Preceding 3 Months, by Medication Type 
and Symptom Severity Levelt — United States, 2003 


“Persons with current asthma were respondents who reported ever being told 
by a medical professional that they had asthma and who still had asthma 

' The frequency of symptoms and degree of activity limitation were used to classify 
those with current asthma into four symptom severity groups. Levels are defined 
by the Nationa! Asthma Education and Prevention Program in Guidelines for 
the Diagnosis and Management of Asthma (available at http://www.nhibi.nih.gov 
guidelines/asthma/asthgdin.htm) 


In 2003, approximately two thirds of persons with current asthma used one or more inhaled medications during 
the preceding 3 months, and the proportion using inhaled medications increased with levels of symptom severity 
Approximately half of all respondents with asthma used a B2A-S rescue inhaler, one third used an inhaled 
corticosteroid, and one fifth used a B2A-L inhaler. Each symptom severity level had a similar pattern of inhaled 
medication use 


SOURCE: 2003 National Asthma Survey. Available at http://www.cdc.gov/nchs/about/major/slaits/nas.htm 




















920 MMWR August 25, 2006 





TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending August 19, 2006 (33rd Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 
(33rd Week)* 





Chiamydia‘ Coccidioidomycosis Cryptosporidiosis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 


United States 11,91¢€ 18,811 35,17 587,94 





Current 52 weeks Cun Cum 
week Med Max 2006 2005 





New England 468 631 1! 19.99¢ 


AA 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 
(33rd Week)’ 





Haemophilus influenzae, invasive 
All ages, all serotypes 
Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 


Giardiasis Gonorrhea 





Previous 
Current 52 weeks Cum 
Reporting area week Med Max 2006 





Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 


149 


New England ¢ 68 ? ye 4 


Mid. Atlantic 


E.N. Central 


W.N. Centra 


Atlantic 


E.S. Central 


N.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 


(33rd Week)* 





Hepatitis (viral, acute), by type 





A B 


Legionellosis 





Previous Previous 


Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





United States 
New England 


Mid. Atlantic 


E.N. Centra 


W.N. Central 


S. Atlantic 


E.S. Central 
W.S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 
(33rd Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max 2006 2005 











United States +61 48 153 ) ’ 14,03 19 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 
(33rd Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 








Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks _ Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 





United States 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 


(33rd Week)’ 





Rabies, animal 


Rocky Mountain spotted fever 


Salmonellosis 





Previous 
Current 52 weeks 
Reporting area week Med Max 


Cum 


Cum 


Previous 


Current 52 weeks Cum 


2006 


Previous 
Cum Current 52 weeks Cum 


Cum 
2005 





2006 


2005 
United States f 113 16¢€ 2 204 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


week Max 
17 35 246 


1.068 


> 


2005 week Med Max 2006 


1G 44-4 R090 2.291 21.944 


33 61 


24,653 





> year-to-date counts 


NEDSS 


Med: Median 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 
(33rd Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 67 54 ) 391 8 174 if 1 3 6,14 8,354 








New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 


33rd Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages 


Syphilis, primary and secondary 


Varicella (chickenpox) 





Previous 
Current 52 weeks Cum Cum 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





Reporting area week Med Max 2006 2005 


United States 1 334 1 4 


New England 4 19 


Mid. Atlantic 


28.483 18.39 





Med: Mediar 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 19, 2006, and August 20, 2005 
(33rd Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 


Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2006 


United States } 1 1 3¢ 














New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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lil. Deaths in 122 U.S. cities,“ week ending August 19, 2006 (33rd Week) 
[ All causes, by age (years) All causes, by age (years) 
j | | | | P&l All P&I 
Ages | 65 45-64 | 25 44 | 1-24] ; Total Reporting Area Ages >65 45-64 | 25-44 1-24 <1 | Total 
S. Atlantic 1,109 ¢ 
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E.S. Central 


W.S. Central 
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Mountain 


Pacific 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals August 19, 2006, with historical data 


CASES CURRENT 
DECREASE INCREASE 4 WEEKS 


Ratio (Log scale) 
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